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            CT CONSENT FOR CONTRAST
Patient Name: _____________________________________

Date: ______________________

Date of Birth: ____________________
Referring Physician: __________________________________

Your physician has ordered an examination that requires an injection of a Contrast agent that contains iodine into your vein or joint space.  This contrast agent will enhance any normal / abnormal features of organs / anatomy within the body that would otherwise not be visualized as well without it.  The contrast will then be eliminated from your body by your kidneys.  During this elimination process the kidneys, ureters, bladder, and uretha become visible on radiographs / CT images.  This test is not for treatment and is for diagnostic purposes only.  Modern contrast agents have been shown to be safe, but there is still a risk of allergic reaction from the injection just like any other injection of medicine.
Once the contrast agent is injected, you might experience a warm feeling, a metallic taste in your mouth or nausea.  This is normal.  Occasionally vomiting can occur and rarely, kidney failure.  Allergic reactions can include hives, rash, or difficulty breathing.  The technologist will constantly observe you for any reactions, but please let the technologist know if you start to experience any of the above symptoms.

We suggest that after your contrast injection that you increase your fluid intake over the next 24 hours.

I feel informed on the Contrast Media used and the possible risks involved.  I understand that there is a limited risk of complication while undergoing this injection.  I do hereby consent to the performance of the procedure and authorize a trained professional, physician, or hospital to render immediate aid as it might be required in an emergency situation.  I understand that I am financially responsible for all costs associated with the aide administered in all emergency situations that may occur.  I understand and assume the risk in connection with the procedures listed.

***IF YOU HAVE ANY ALLERGIES TO IODINE OR HAVE HAD ANY ALLERGIC REACTIONS TO A CONTRAST MEDIA IN THE PAST, PLEASE ALERT THE TECHNOLOGIST PRIOR TO THE START OF YOUR EXAM*** 

___________________________________

___________________________________

_______________

Print name of patient or responsible party

Signature of patient or responsible party

Date

___________________________________

___________________________________

_______________

Print name of witness



Signature of witness



Date


